Background
Many tools can be used to ensure that nurses communicate effectively and meet patient health literacy needs. These tools include the teach-back As patient advocates, oncology nurses must attend to varying levels of health literacy among patients and families. However, little is known about nurses' experiences and comfort with health literacy assessment and providing health literacy support.
OBJECTIVES: The purpose of this study is to explore nurse communication and patient health literacy.
METHODS:
A cross-sectional survey design (N = 74) was used to explore nurse communication challenges with low-literacy patients and to measure nurses' frequency of assisting with patient literacy needs, perceived degree of difficulty communicating with low-literacy populations, and perceived comfort with health literacy support.
FINDINGS: A majority of the nurses reported communication challenges with patients who spoke English as a second language. Oncology nurses did not identify patient communication behaviors that indicated low health literacy. Nurses were least comfortable identifying low-literacy patients and assessing a patient's health literacy level. More experienced nurses reported more difficulty with low-literacy populations than less experienced nurses. Providing health literacy support to patients should be a core nursing skill.
"Nurses with the most experience reported the highest degree of difficulty with low-literacy patient populations." method, speaking slowly, repeating important points, and encouraging patients to ask questions (Badaczewski et al., 2017; Ballard & Hill, 2016; Christensen, 2016; Cohen et al., 2013; Macabasco-O'Connell & Fry-Bowers, 2011; Nouri & Rudd, 2015; Protheroe & Rowlands, 2013) . In addition, written information shared in clinical settings can be misunderstood by individuals with limited health literacy, making it important to supplement oral communication with plain-language materials to ensure patient understanding (Protheroe & Rowlands, 2013) . To ensure patient understanding and address any health literacy barriers, nurses need to allow adequate time to determine the patient's level of understanding, consider the patient's emotional reaction to information, and involve family and other healthcare team members who can provide support (Cohen et al., 2013) .
Established tools exist to assist nurses in assessing and communicating with patients who have limited health literacy, including the use of screening questions and plain-language communication strategies. However, current research highlights a major gap in nurses' knowledge and assessment of patient health literacy (Christensen, 2016; Dickens, Lambert, Cromwell, & Piano, 2013) . Nurses often overestimate a patient's health literacy level, report using their gut feelings to assess patient health literacy skills, or rely on a patient's educational level to assess health literacy (Dickens et al., 2013; Macabasco-O'Connell & Fry-Bowers, 2011; Parnell, 2014) . Using a gut feeling to assess patient health literacy is problematic, and a patient's level of health literacy cannot be assumed by simply looking at a patient's age, level of education, or minority status. Nurses also tend to assume that patients fully understand information when they nod "yes" when asked questions, assume that using plain language is insulting to well-educated individuals, and assume that a patient will speak up when he or she has problems understanding (Parnell, 2014) . Nurses often do not consider that health literacy extends beyond the use of medical terminology, including the impact of health literacy on patient understanding, access to care, and adherence (Macabasco-O'Connell & Fry-Bowers, 2011) .
The current study builds on a cancer education program grant from the National Cancer Institute to develop a national nurse communication training program for oncology nurses called COMFORT (COMFORT Communication Project, 2016) . COMFORT is an acronym that stands for the seven basic principles of palliative care communication (C-communication, O-orientation and options, M-mindful communication, F-family caregivers, O-openings, R-relating, and T-team) . One of the seven modules of COMFORT teaches nurses how to assess patient health literacy needs (Christensen, 2016) . Based on interactions with nurses who attended a two-day COMFORT communication skills-building course and in the process of developing curriculum material, the need to assess nurses' health literacy skills became apparent. Nurses have not routinely received health literacy (USDHHS, 2010) . For each population, nurses were asked to indicate the frequency of providing care (rarely, sometimes, often, or always) and to rate the degree of communication difficulty on a scale of 0 (not difficult) to 10 (very difficult). To further assess frequency of providing health literacy support, nurses were asked to report how often they help patients and families to read hospital materials and complete hospital forms. Finally, participants were asked to report perceived comfort with health literacy support. Ratings were provided on a scale of 1 (very comfortable) to 10 (very uncomfortable). To address face validity, the survey was reviewed by experts in nursing, health literacy, and survey development.
REPORTS AND STANDARDS FOR NURSING HEALTH LITERACY SKILLS

Data Analysis
A research team member transcribed all written, open-ended responses. Three members of the research team reviewed responses. Inductive content analysis was used in two phases: open coding to create categories and abstraction of data into categories (Elo & Kynas, 2008) . Identification of categories emerged from strong representation throughout responses and was verified by coding and frequency calculation. Demographics and survey items were summarized using IBM SPSS Statistics, version 25.0, to produce descriptive statistics (frequency and mean scores).
Results
A total of 74 oncology nurses were surveyed, with 70 completing the open-ended items of the survey. The majority of oncology Outpatient/ambulatory care 14
University/school of nursing 3
No response 6
Other 1 HEALTH LITERACY nurses surveyed were clinical nurses (n = 46), had 3-10 years of nursing experience (n = 25), and worked in the Western United States (n = 42). They came from a variety of settings, most commonly hospital (n = 50) and outpatient/ambulatory care (n = 14). Table 1 summarizes the demographic information. A majority of oncology nurses reported communication challenges with patients who spoke English as a second language, followed by patients with less than a high school education and ethnic minorities. Figure 2 provides examples of oncology nurse communication challenges with low-literacy patients. In addition to the five categories of low health literacy patient populations identified in the literature, three additional coding categories emerged from the analysis. Health literacy challenges were identified related to religious beliefs and patient emotional/psychological issues. In addition, some nurses described communication challenges but did not identify the low health literacy population.
Overall, 36 oncology nurses (49%) did not identify patient communication behaviors that indicated low health literacy.
Among the most commonly cited reasons for recognizing patient low health literacy was when patients asked nurses to interpret the physician's use of jargon (n = 14, 19%), the patient's nonverbal behavior indicated misunderstanding or complexity (n = 12, 17%), and when nurses realized that they had used a medical term that the patient did not understand (n = 5, 7%). Asking too many questions (n = 4, 6%) and asking few questions (n = 3, 3%) were less commonly identified as patient behaviors indicative of low health literacy.
Nurse recommendations for assessing patient health literacy included the following statements: ɐ "Providers need to understand cultural beliefs and norms in order to prepare to reach patients fully." ɐ "Repeat explanations/options in a different way from a different provider to see if another perspective/attempt could be more successful." ɐ "Make sure the staff is well trained in watching for verbal and nonverbal cues. . . . Be very cognizant of using medical speech. 
NURSE-REPORTED COMMUNICATION CHALLENGES WITH LOW-LITERACY PATIENT POPULATIONS
OLDER ADULT (N = 3)
"An elderly gentleman cared for by his elderly wife lives about a two-hour drive from the hospital that he attends. He was not able to process information quickly, so I have to repeat what he will expect for his day in the hospital. "
ETHNIC MINORITY (N = 6) "Hmong patient with lethal cancer diagnosis, 20 years old, lethal if not treated.
Cure for her would have been finger amputation. She chose no treatment.
We worked with her and her parents on their 'no cut' beliefs. They would not budge. She received chemo[therapy] knowing it wouldn't work. Her cancer spread and she died. "
LESS THAN A HIGH SCHOOL EDUCATION (N = 7)
"A 56-year-old patient who was a janitor for the local school district was diagnosed with cancer. He was unable to read and the staff understands the importance of written discharge information. He was able to verbalize some information at the time but also wanted to make sure he had information to refer to later. We didn't have videos to show him or take home. "
"Delay in treatment due to health illiteracy, fear, did not really understand brevity of her diagnoses, and problems with transportation to tertiary center (unreliable car and gas money). Did not have easy access to child care. From first interaction, we incorporated social services into her routine services and follow-up care and incorporated community resources to help support her. "
ENGLISH AS A SECOND LANGUAGE (N = 29)
"Prior to having translator phones in our facility, we used family members to translate for us. The cultural practices of patents were not considered. I had a patient whose son was amending the diagnosis that he translated to his father because he felt his father would lose hope if he understood how dire the situation was. "
RELIGIOUS BELIEFS (N = 2)
"A teenage girl who is a Jehovah's witness was admitted to the emergency department and found to have critically low hemoglobin (HGB) and platelets (PLTS) and was in need of transfusion. A physician explained the low PLTS and need for PLTS transfusion to parents. Mom signed blood consent, therefore patient received PLTS transfusion. Later, it was discovered that mom was not aware she signed blood consent and misunderstood. There was also a misunderstanding that PLTS were a blood product. Blood consent needed to be reexplained to family and beliefs were discussed with patient and family to determine plan of care in line with patient's family beliefs. " Patients have a scary new diagnosis and adding jargon that they don't understand makes the moment scarier and more foreign." ɐ "The phone interpreter is very helpful but sometimes being an outsider creates trust issues with the patient who already has great fear and anxiety with the situation. If there was an actual person in the institution who spoke the language, teaching/ communication is easier." Use of a translator (n = 25, 36%) and asking the patient what they understand (n = 21, 30%) were most common, with nurses also reporting that it was important to talk slow and use repetition (n = 14, 20%). The teach-back method was also recognized as a useful tool (n = 15, 22%).
Nurses reported that the low health literacy populations that they encountered most frequently were older adults (n = 42, 57%), patients with low income levels (n = 41, 55%), ethnic minorities (n = 35, 48%), and patients who do not speak English as a first language (n = 34, 46%). A majority of oncology nurses (n = 38, 51%) reported that they sometimes help patients and family caregivers read and complete hospital materials and forms. On a scale ranging from 1 (very prepared) to 10 (not prepared), nurses reported feeling generally prepared to work with patients and families who have low health literacy ( -X = 4.53) and that their institution was prepared to provide care to low-literacy patients ( -X = 4.62).
Regarding communication difficulties, on a scale ranging from 0 (not difficult) to 10 (very difficult), patients who do not speak English as a first language ( -X = 7.53), ethnic minorities ( -X = 6.32), and older adults ( -X = 5.69) were considered the most difficult patient populations to communicate with. Table 2 Table 3 summarizes nurses' perceived comfort with health literacy support by years of experience.
Overall, nurses perceived a degree of difficulty with low-literacy patient populations but reported feeling comfortable with health literacy support. Nurses with less experience (less than 10 years) report more comfort than experienced nurses (greater than 10 years) with the following health literacy support: identifying a patient or family member who has low health literacy, teaching a goal to help a patient/family member improve self-care, and acknowledging cultural differences.
Discussion
A nurse's ability to assess patient understanding and adapt to communication challenges related to health literacy needs is essential in the provision of quality nursing care. In the current study, nurse communication challenges with low health literacy populations were primarily with patients who spoke English as Note. Scale ranges from 0 (not difficult) to 10 (very difficult). The mean scores in the 31-43 age group indicated the highest perceived degree of difficulty.
PERCEIVED DEGREE OF DIFFICULTY WITH LOW-LITERACY PATIENTS BY NURSING YEARS OF EXPERIENCE
IMPLICATIONS FOR PRACTICE
ɔ Approach patient care with a universal precautions approach by assuming that all patients and families have limited health literacy and difficulty understanding.
ɔ Look for patients who avoid questions, show signs of nervousness, and make excuses for reading materials; these are indicators of limited health literacy.
a second language. This is consistent with a growing culturally diverse patient population, making it crucial to train nurses to attend to cultural communication issues and health literacy to improve the quality of care and patient outcomes (Lie, CarterPokras, Braun, & Coleman, 2012) . Patients from cultural minority groups may be more at risk for low health literacy levels because of communication challenges caused by language barriers and experience of bias (Singleton & Krause, 2010) . Implicit racial/ ethnic bias, defined as negative attitudes toward minority groups, exists among healthcare professionals, affecting patient-provider interaction, treatment decision and adherence, and patient health outcomes (Hall et al., 2015) . For example, nurses in a study by Galinato, Montie, Shuman, Patak, and Titler (2016) reported having trouble explaining how to use the call light to patients with limited English proficiency, and perceived that these patients may not be getting the same quality of care as native English-speaking patients. Language barriers between nurses and patients can have an effect on nursing care and may be more problematic for nurses than for physicians (Haider et al., 2015) . Knowing about a patient's language and culture is crucial for knowing how health literate may be in a given situation (Singleton & Krause, 2010) . Even when interpreters are used or when patients with English as a second language appear to have adequate English-speaking/listening skills, cultural issues can still affect the quality of nurse-patient communication (Singleton & Krause, 2010) . Prior research has shown that nurses consider language differences as barriers to quality care and perceive translators as useful; however, nurses can also serve as gatekeepers to the use of a translator (Bernard et al., 2005) . Future research is needed to develop strategies for nurses to work with translators when assessing patient health literacy (Hyatt et al., 2017) . Findings from this study illustrate that nurses see language differences as a literacy barrier but do not demonstrate understanding of patient behaviors indicating low health literacy.
Although nurses identified checking for patient understanding as a recommended health literacy skill to meet communication challenges, they also reported being least comfortable with assessing and identifying patient health literacy levels. These findings suggest that nurses have knowledge regarding the importance of providing health literacy support but may not have the necessary communication skills to include screening questions as part of their clinical routine or provide patient education at the recommended sixth-grade level. It has been noted that clinical use of health literacy tools requires continuous communication training and support (Welch, VanGeest, & Caskey, 2011) .
Nurses with more experience reported the highest degree of difficulty with low-literacy patients. Although having a BSN degree, having more experience, and the nursing practice environment are indicators of clinical expertise (McHugh & Lake, 2010) , research on nursing education has shown that senior baccalaureate nursing students have higher levels of principled thinking than more experienced nurses (Ham, 2004) . When the effect of years of experience on moral reasoning was assessed, it was found that as nurses gained more experience, their use of principled thinking decreased. Because health literacy support requires principled thinking for nurses to adjust their communication Note. Scale ranges from 1 (very comfortable) to 10 (very uncomfortable). based on the patient's health literacy needs, findings from this study suggest that nurses with more experience have difficulty with low-literacy patients as a result of limited exposure to health literacy concepts and curriculum (McCleary-Jones, 2016) . The current study supports the need for ongoing communication skills building for nurses in the area of health literacy, particularly in the area of assessment. Oncology nurses had little recognition of specific patient behaviors that signified low health literacy, suggesting that they may not be knowledgeable of low health literacy indicators. Research has shown that patients who have low health literacy avoid asking questions; show signs of nervousness, confusion, and frustration; fill out forms incompletely or incorrectly; and may make excuses when asked to read printed materials (Egbert & Nanna, 2009 ). Teaching health literacy assessment is essential to ensure that a patient's health literacy level is not assumed based on his or her level of education, age, or minority status.
HEALTH LITERACY TOOLS
Findings from this study guide future curriculum content for health literacy education for nurses. First, indicators of low literacy should be taught as tools for identifying literacy needs so that nurses can provide interventions for specific populations at risk for low health literacy (Nouri & Rudd, 2015) . Second, questions for assessing literacy should be broadened beyond asking for patient understanding. Nurses in this study reported that the physician's use of medical jargon was the most common reason for identifying patient literacy needs. Asking patients if anything needs to be clarified after a physician visit is an important strategy that can be included in training curricula. When doing this, using open-ended questions that promote patient responses (e.g., "What questions do you have?") as opposed to closed-ended questions (e.g., "Do you have any questions?") is important. Figure 3 provides a summary of recommended health literacy tools for nurses. The teach-back method is a communication strategy endorsed by the American Medical Association and Joint Commission, and research has shown that use of the teachback method improves patient-centered communication and increases participation with healthcare providers (Badaczewski et al., 2017) . The Plain Language Planner for Palliative Care © (PLP) is a tool for communicating about oncology, palliative care, and cancer treatment side effects in plain language at the sixthgrade level (COMFORT Communication Project, 2016) , and use of the PLP has been shown to reduce the use of jargon for nurses (Wittenberg, Goldsmith, Ferrell, & Platt, 2015) . Future research is needed to address nurses' efficacy of these tools, as well as determine the impact on patient outcomes.
Limitations
Although the sample for this study reflected nurses with varying levels of experience in varied settings, it was nevertheless a convenience sample consisting of nurses already attending the COMFORT communication course. The sample was relatively small, consisting of 74 nurses completing the survey, making it difficult to generalize to the entire population. The study could have been strengthened by collecting information on participants' level of nursing education. Finally, self-reported data were collected for this study. This method may evoke social desirability bias, or the tendency of participants to provide responses that portray themselves in a positive light.
Conclusion
Communication challenges related to low literacy by the patient are commonly experienced by nurses, confirming a need for continued education for health literacy skills for nurses at every level (Macabasco-O'Connell & Fry-Bowers, 2011) . By taking a universal precautions approach and assuming that every patient needs health literacy support, nurses can positively affect patient outcomes. Nurse communication training is needed to ensure that nurses conduct a health literacy assessment for every patient and use plain language strategies to provide health literacy support. 
